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C nuu! Inifial Comments
i Report by Suzanna Fay

I' DHSR Construchon Section conductad a Blennlal

| Survey on June 4, 2045 from 10:15 &AM to 14:30
Al at the abowve referenced facility, DHSR
racords indicate the home was first licensed on
June 1, 1972, Thiz facility is icansed for six (B)

| ambulatory residents (able to evacuate and

| respord without any physical or verbal assistancs

| during a fire ar ather emergency) which indicates
that the bed count was increased to six sometime
after April 1, 1884, Based on this information we

| are requiring the home to malntain compliance

| with the followmng: the 1984 "Family Care Homes
Minimum Standards and Regulalions,” apphcable

| portions of the 2005 Rules 108 NCAC 130G for

| the Morth Carolina State Building Code - Section
4081 (g} - Residential Care Facilties

Af the ime of our vislt, we cited deficiencies that
reguire an acceptable plan of comechion. They
ara as follows:

o 11?! Have Current San. and Fire Safety Approvals
1

SECTION 0300 - THE BUILDING

10AMNCAC 135 0302 DESIGN AND
COMSTRUCTION

in} The home shall kave current sanitation and
fire and buiding safety mapection reports which
shall be maintamed in the home and available for
e,

Thiz Rula is not met as evidenced by,
| 1. Based of review of recards, the last fire
{ Inspection was conducted on May 28, 2014, The
| facility is dus for ts annual fire Inspection,
| Contact the local Fire Official to conduct the

| Family Care Homes and the 1978 (Revision 5) of |
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| annual inspaction, Provide a copy of the
| approved Fire Inspecton Report o
DHSRM onsiruetion Section.

A7

SECTION 0300 - THE BUILDING

104 NCAC 136G 0317 BUILDING SERVICE
EQUIPMENT

fa] The bullding and all fire safely, alectrical,

care home shall be malntained in a safe and
| oparating condition,
(iy This Rule shall apply to new and existing
family cars homas.

This Rute |s not met as evidencad by:

| replace the fan. Provide documentation of the
repairs.

2. Observations revealed that a section of the

Provide documentation of the repairs.

3. Obgervabons revaaled that the exterior
electrical cutlel outside of Bedroom 3 did not
hava powar at the ime of this survey. Have a

| Provide documantation of the repairs.

gualified person mmove the prong. Provide
| verification of the repairs

Building Equipment Maintained Safe, Operating

mechanlcal, and plumbing equipment in & family

1. Afthe time of this survey, the exhaust fan was
not working In the bathroom bebwean Bedrooms
| #1 and #2. Have a qualified technician repair or

fioar in front of the sinks was soft and giving when
stepped on. Have a qualified person identify the
damage and make the necessary floor repairs.

| gualified technician repalr or replaca the outlet.

4, Observations revealed a metal praong braken
off in the exterior cutlat under the carport. Have a

roror
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C 119 Bathroom . Cc119 | |

| v, The Building

C. Physical Environment
§. Bathroom (10 NCAC 420 2208)
a. Facilities licensed as of April 1, 1984 must

| have one full bathroom for each five or fewer
persons mchuding live-in staff and family,
b. If there iz a gquestion whather  home kcensed
before April 1, 1584 has a sufficient numbar of
bathrooms, tha Division of Facility Services is
responsible for determining the size and numbear

persens living in the home,

c. The bathroomis) must be designed to provide
| privacy. A bathroom with more than one toilet or
| tubishower must have privacy partitions or

curtains.

a kitchen, another person 's bedraom, or another
bathroom.
@, Tha bathroom must be located as
conveniently as posslble o the resident 's

| oo,

| f. Hand grips must be installed at all commodes,
tubs and showers on the floor level usad by the

| residents.

| g. Nonskid surfacing or strips must ba Installed
in showers and bath areas.

| h. The bathroom must be well lighted and

| adequately ventilated.

{i. The bathroom floor must have a non-shippery

| water-resistant covering.

This Rule is not met as evidenced by:

1. Dbservations revealed hat the fub did not

have a hand grip in the Bathroom bebween

Bedrooma 81 and #2. Have a qualified person

install a secura hand grip at the tub to assist In
| getting in and out of the fub. Provida

af bathrooms required based on the number of |

| d. Entrance to the bathroom is not to be through |
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| documentation of the repairs.
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